Late type III endoleak from graft erosion of an Excluder stent graft: A case report  by Lee, W. Anthony et al.
Late type III endoleak from graft erosion of an
Excluder stent graft: A case report
W. Anthony Lee, MD, Thomas S. Huber, MD, PhD, and James M. Seeger, MD, Gainesville, Fla
We report a case of a late type III endoleak from a hole in the expanded polytetrafluoroethylene graft material of an
Excluder bifurcated stent-graft approximately 12 months after implantation. The endoleak was successfully repaired by
relining the defect site with an Excluder iliac limb. To our knowledge, this is the first reported case of late graft-material
related Type III endoleak involving the Excluder device. ( J Vasc Surg 2006;44:183-5.)The Excluder bifurcated stent graft system (W.L. Gore
and Associates, Flagstaff, Ariz) is one of four commercially
available devices in the United States that is approved for
the repair of infrarenal abdominal aortic aneurysms (AAA).
It is a bifurcated bimodular system consisting of a main
body and a contralateral limb, with an assortment of cuffs
and extensions. The device is constructed of a nitinol stent
bonded to three layers of expanded polytetrafluoroethylene
(ePTFE) material without the use of any sutures. All the
components are joined to one another based on a fixed,
oversizing friction fit.
Although type III endoleaks (fabric defect or modular
separation) have been reported with other stent-graft sys-
tems,1-4 to our knowledge, it has never been previously
reported with the Excluder device.We report a case of a late
type III endoleak from a hole in the fabric of the Excluder
bifurcated main body 12 months after implantation.
CASE REPORT
The patient was a 75-year-old woman who presented with a
5.0-cm asymptomatic infrarenal AAA that had been followed with
serial ultrasound and computed tomography (CT) scans over the
past 9 years and showed gradually increasing size. Her medical
history was significant for hypertension, remote myocardial infarc-
tion, atrial fibrillation, congestive heart failure, and resolved left
hemispheric stroke. Her surgical history was notable for an appen-
dectomy, hysterectomy, coronary artery bypass surgery, and pace-
maker placement. A CT angiogram with three-dimensional (3D)
reconstructions showed her anatomy to be suitable for repair with
the Excluder stent-graft system. Centerline measurements indi-
cated the proximal neck was 22 mm in diameter and 33 mm in
length. Both common iliac arteries were 8mm in diameter, and the
external iliac arteries were 5 mm.
An 8-mm right iliac Dacron conduit was placed through a
lower quadrant retroperitoneal incision, and an 18F introducer
sheath was inserted for delivery of themain device. The left femoral
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contralateral limb. A 26-mm  12-mm  14-cm Excluder bifur-
cated device and a 12-mm  10-cm iliac limb were deployed
uneventfully. The limbs were purposely crossed to facilitate con-
tralateral gate cannulation.
Retrograde angiograms through both sheaths showed inade-
quate seating into both common iliac arteries, and bilateral 10-mm
 7-cm iliac extensions were deployed to the origins of both
hypogastric arteries. The proximal and distal attachment sites and
all junctions were molded with a compliant aortic occlusion bal-
loon. Completion angiography showed good placement of the
endograft below the renal arteries, patent hypogastric arteries, and
no endoleak. The iliac conduit was transected and oversewn.
The patient was discharged on postoperative day 4. She had
follow-up imaging with CT angiograms and abdominal radio-
graphs at 1 month and 6 months. These demonstrated a stable
aneurysm and no endoleak. Two weeks before her scheduled
12-month visit, the patient called in with a complaint of feeling a
new pulsatility in her abdomen, similar to what she felt before her
aneurysm repair, but which she had not felt since her procedure.
She denied any abdominal or back pain.
An urgent contrast CT scan showed an intact aneurysm with a
large endoleak and stable aneurysm size (Fig 1). A 3D reconstruc-
tion localized the endoleak coming from the left side of the main
device near the top of the flow divider. Because the patient was
asymptomatic, she was electively scheduled for diagnostic angiog-
raphy and revision the following week.
At the time of the procedure, bilateral angiography catheters
were inserted to perform individual iliac angiograms. This demon-
strated a large type III endoleak coming from the proximal aspect
of the ipsilateral iliac limb approximately 1 cm inferior to the top of
the flow divider (Fig 2).
A 12F introducer sheath was inserted through the right fem-
oral artery and a 12-mm  7-cm iliac extender was deployed flush
with the top of the flow divider within the ipsilateral iliac limb. A
repeat angiogram showed complete sealing of the endoleak (Fig
3). A follow-up CT angiogram 1 month postoperatively confirmed
complete resolution of the endoleak.
DISCUSSION
Type III endoleaks represent a direct communication
between the aortic circulation and the aneurysm with sys-
temic repressurization of the sac that mandates prompt
repair.5 Fortunately, these endoleaks can be treated with
bridging cuffs in cases of modular separation or by relining
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dictable and satisfactory resolution of the endoleak.
Although type III endoleak has been reported in many
of the aortic stent graft systems,1-4 it has never been asso-
ciated with the Excluder device. In the published report of
mid-term results from the Excluder pivotal trial that led to
Food and Drug Administration approval of the device, the
incidence of type III endoleaks was 0%.6 We believe that
this is the first reported case of this late complication.
In retrospect, no obvious anatomic or procedural cause
could be identified to explain the graft material failure. We
typically obtain four-view (anteroposterior, lateral, and two
oblique) abdominal radiographs with imaging settings op-
timized for metal. Careful review of radiographs obtained
before discharge, at 6 months, and again during the proce-
dure using high-magnification, did not reveal any stent
Fig 1. A large endoleak is shown in apparent continuity with one
of the limbs of the bifurcated main body.
Fig 2. Left, Note that the flush catheter is in the ipsilateral limb
based on short goldmarker opposite the longmarker (contralateral
limb). Right, Digital subtraction angiography shows a large jet of
contrast coming from the ipsilateral limb approximately 1.5-cm
distal to the flow divider.fractures.Type III endoleaks can be repaired with either a bridg-
ing cuff or by relining the device with another stent graft, as
in this case.7 For modular separations, maximal intensity
projection imaging or multiview abdominal radiographs
can be more helpful than axial CT images. With currently
available 3D postprocessing, the origin of the defect can be
reasonably pinpointed, but proper interrogation of the
individual limbs at the time of repair is important so that no
coexistent sources are missed. Fabric defects that occur in
themain trunk (above or near the flow divider) can bemore
difficult to repair. Depending on the location, if a proximal
cuff cannot be technically deployed within the main trunk,
an aortouniiliac conversion of the bifurcated device may be
required.2,8
CONCLUSION
No device is immune from late device-related compli-
cations. Both ePTFE-based and Dacron-based graft mate-
rials may be subject to tears or erosions resulting in a type
III endoleak. All patients must be diligently followed for
late device failures after endovascular aneurysm repair.
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